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Propiorzihncterium acnes is a Gram-positive, non-spore- 
forming, anaerobic rod that is a conmon inhabitant of 
the skin, anterior nares, conjunctiva, mouth, and upper 
respiratory tract [1,2]. It  is a common contaminant of 
cultures obtained percutaneously (surgical wound 
swabs, blood or other body fluids). However, I? ames 
has been implicated alone or as part of a mixed flora as 
the Microbiology Department of the Fundacibn 
Jimknez Diaz (a 600-bed teaching hospital in Madrid, 
Spain) from January 1988 to February 1996. We 
selected for review all cases with: (1) isolates of I? acnes 
with moderate or heaw growth, in pure or pre- 
dominant culture, and evidence of inflammatory 
reaction (as detected on Gram smear by the presence of 
polymorphonuclear leukocytes), or (2) growth of P 
acnes in at least two blood culture sets (Hemoline, 
bioMkrieux, France). 
During the study period we identified 118 
specimens with moderate or heavy growth of P acncs 
from 112 patients. Forty-four patients (39.3%) were 
considered to have significant infection. Twenty-one 
cases were reported in previous articles [4-61. In 29 
cases, P acms was the only organism isolated. In 15 
patients, these isolates were recovered with scanty 
growth of one or two other organisms: coagulase- 
negative Staphylococcus spp. (1 2 cases), Streptococcus 
anginorus (two), Staphylococcus aurens (one), Coryne- 
bactevitirn spp. (one), and Clostridiurn perfvingens (one). 
The ages of patients ranged from 17 to 80 years 
(median, 44 years). Thirty-two were males. Twenty- 
five patients (57%) had cutaneous or subcutaneous 
infections (1 6 wound surgical infections, seven abscess, 
one pacemaker generator box infection, one post- 
traumatic fasciitis), 13 (31%) had central nervous system 
infections (six brain abscess, four subdural empyema, 
two epidural enipyema, one meningitis) and six 
had other infections (two transient bacteremia, one 
endocarditis, one osteomyelitis, one mastoiditis, one 
botryomycosis) . Predisposing conditions were observed 
in 37 patients (84%), 26 of whom (59.1% of the 
total) were admitted in the neurosurgery ward. The 
conditions noted in these 37 patients were previous 
surgery (29), presence of foreign bodies (22), malig- 
nancy ( 1  7), immunosuppression (five), trauma (five), 
and diabetes mellitus (two). 
Forty patients (91%) received antibiotic therapy 
with a duration ranging from 7 to 90 days (median, 
18 days); in 37 cases, antimicrobial treatment was 
combined with surgical drainage, debridement or 
renioval of foreign material. SurgicaI treatment alone 
was applied in two patients. 
Two patients did not receive medical or surgical 
treatment (transient bacteremia). Three patients died 
(7%), but in only one case could death be attributed to 
infection with P acnes. This patient had a primary brain 
abscess which spontaneously discharged to the cerebral 
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ventricles and died subsequently due to the central 
nervous system infection. 
This report indicates the clinical spectrum of 
disease caused by this pathogen. However, we did not 
encounter in our series cases of pleuropulmonary, 
ophthalmic or amniotic fluid infections, as reported 
by other authors [7-lo]. Ophthalmologic infection 
secondary to surgical procedures has been reported 
as one of the commonest infections caused by this 
organism [9,10]. However, this diagnosis is a difficult 
one, because of the need for relevant deep samples for 
culture (e.g., intraocular lenses); in our series a few such 
specimens were processed and it is probable that this 
infection could have been missed in a retrospective 
investigation. 
Foreign bodies and previous surgery play 
important roles in the pathogenesis of infection due to 
l? acnes, as shown in this report. The high concentrations 
of l? acnes in the sebaceous glands of the scalp and 
forehead make neurologic sites a target for its patho- 
genic potential [2]. Perhaps for this reason, in 26 of 44 
cases (59.1%) the infection had been detected in a 
neurologic setting. The clinical presentation of these 
infections due to I? acnes (brain abscess, surgical wound 
infection, epidural or subdural empyema) did not differ 
from that of the same diseases caused by other 
organisms. However, in some cases, the course of I? 
acnes infection in the central nervous system may be 
insidious and features may become evident later [4]. 
I? acnes is susceptible to p-lactam antibiotics, 
macrolides and lincosamides but resistant to imidazoles 
[ll]. Antimicrobial therapy was important in the 
therapy of the patients in our series. However, surgical 
procedures seem to have been of equally great 
importance in the management of some patients, 
mainly those who had infections that required a mixed 
surgical-medical approach, such as brain abscesses. 
It is important to recognize that I? acnes, especially 
when it appears in pure culture, can be more than 
simply a ‘contaminant’, and adequate clinical and 
microbiological evaluation of each isolate must be made 
in order to decide its true significance. 
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Reinfection with Mycdacterium tuberculosis in an urban 
tuberculosis hospital 
Clin Microbiol Infect 1998; 4: 49-51 
We report on the reinfection with susceptible Myco- 
bacterium tuberculosis strains in patients in King George 
V Hospital in Durban, KwaZulu-Natal. Twenty-two 
hospitalized patients who remained sputum positive 
after 5 weeks or more of conventional short-course 
antituberculosis chemotherapy (2 months of etham- 
butol, isoniazid, rifampicin and pyrazinamide followed 
by 4 months of three times weekly isoniazid and 
rifampicin) were investigated to determine whether 
they were still infected by the original strain of 
M.  tuberculosis. Pretreatment (PT) and the last positive 
(LP) isolates were fingerprinted by means of IS6210 
restriction fragment length polymorphism (RFLP) 
analysis according to a standard method [l]. RFLPs for 
eight of the 22 patients are shown in Figure 1. 
For 16 patients, RFLPs of paired isolates were 
identical (including one pair in which the LP isolate 
had undergone a single transpositional event). These 
